TROPICAL ABSCESS OF THE LIVER. 


A RETORT OK MILITARY EXPERIENCE IN THE PHILIPPINES. 

BY ERNEST F. ROBINSON, M.D., 

OF KANSAS CITY, MISSOURI. 

As the extension of our territorial borders lias presented 
new problems for our consideration as citizens, so tbe service 
and residence of our army in tbe tropics have furnished new 
questions for our solution as physicians. Disease kills and 
incapacitates far oftcncr than bullets in any warfare, but espe¬ 
cially has this been true in our recent campaigns in the Orient. 
The constant return to the United States of scores of invalided 
soldiers has awakened a wide-spread interest in tropical dis¬ 
eases. But among them none is more likely to be brought 
intimately to the attention of the medical profession than ab¬ 
scess of the liver. Its relation to dysentery is known, and 
the frequent development of liver abscess late in the course 
of this disease explains its appearance so often in the United 
States. , !, 

From the earliest times dysentery has been the scourge of 
armies, but in our own campaign in the Philippines we have 
had added to the malevolent influences of the massing of great 
bodies of men together the presence of an endemic disease. 
The records of 16,210 sick and wounded treated at Reserve 
Hospital in Manila for one year (March 1, 1899, 1900) were 
carefully investigated by the writer, and it was found that 
dysentery and diarrhoea were the cause of more than ouc-fiflh 
of the sickness in our army. In this year there were treated 
at this hospital alone 2251 cases of diarrhoea and 1391 of pro¬ 
nounced dysentery. Dysentery and diarrhoea followed directly 
the course of the rainy season. During June, July, and August 
the sick report was crowded with these cases. Often whole 
companies would be stricken as with an epidemic. The sud¬ 
den chilling and exposure of the first rains made the number 
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of cases during the month of June more than three times as 
great as that of any other month. With the American in the 
tropics dysentery is always present, and with it often abscess 
of the liver. The conditions which favor the development of 
the one make more evident the existence of the other. 

Numerous statistics demonstrate this fact. In 3680 dysen¬ 
tery autopsies made in various tropical countries and reported 
by Manson, 21 per cent, showed abscess of tbe liver. The 
exact number of cases among our own troops cannot be defi¬ 
nitely stated, but the prevalence of the disease and its intimate 
relation to amoebic dysentery is well shown by the examina¬ 
tion of the records of ninety-six dysentery autopsies performed 
at the First Reserve Hospital, Manila, during the year 1899. 
At a majority of these I was present, although prevented from 
taking an active part by the surgical rules of the hospital. Ab¬ 
scess of the liver was present in twelve cases, over 12 per cent. 
While this number is a small one on which to base a statistical 
opinion, yet it gives very nearly the correct estimate of the per¬ 
centage of liver abscesses developing in cases of chronic trop¬ 
ical dysentery among Europeans. The native population in the 
Philippines rarely develops this disease, although dysentery is 
common among them. Not a single case of liver abscess was 
seen among the natives in my own experience in the islands, 
and I am informed by well-educated Spanish and Filipino 
physicians that to them the disease was almost unknown. Sta¬ 
tistics of autopsies upon the natives, howeverj arc unfortunately 
very meagre. 

The life led by Europeans in the tropics doubtless explains 
the frequency of liver abscess. Overeating and overdrinking, 
together with lack of exercise, favor hepatic engorgement, 
and the sudden chilling and exposure incident to the first few 
months of residence furnish the exciting cause in the develop¬ 
ment of an acute amoebic dysentery. 

Although dysentery is without doubt a cause of tropical 
abscess, the part played by the amoeba coli in its development is 
as yet undetermined. Whether it was a cause or result in our 
own cases we have no evidence to offer. All were of the amce- 
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hie type of dysentery. The organism was found either in the 
stools or the pathologic picture was so typical that search was 
not made for it. From the pus of the abscess, or the abscess 
wall itself, there is record of the amoeba in only five cases. 
This should not, however, lead to the conclusion that the organ¬ 
ism had not been present in the remainder, for most of these 
cases were of long standing, with great destruction of liver 
substance, and a sufficiently persistent search was not made in 
every one. 

Only one case of liver abscess was not dysenteric, but 
was apparently a multiple idiopathic abscess. '1 here was no 
history of dysentery or diarrhoea, nor any post-mortem evidence 
of previous amoebic infection, and the organism could not be 
obtained from the liver pus. 

The length of time necessary for the development of liver 
abscess after the dysenteric attack differs very much. No 
definite time or period of incubation, so to speak, can be given. 
In several cases, symptoms referable to the liver were present 
almost from the outset of the disease, while in others an inter¬ 
val as great as two years intervened between the last attack of 
acute dysentery and marked symptoms of liver abscess. How¬ 
ever, in the majority of cases, dysentery had existed several 
months. Previous wasting disease, as malaria or typhoid 
fever, did not seem to predispose to liver abscess. In fact, 
many of the cases occurred in men strong and robust, most of 
whom had never before been ill. I he chronic alcoholic, how¬ 
ever, seemed particularly susceptible, 'flic severity of the ini¬ 
tial attack of acute dysentery also seemed to materially increase 
the chances of liver infection. 

Of the fourteen cases on our records, five were single and 
nine were multiple abscesses. As Manson very aptly remarks, 
“ Whether the resulting abscess be single or multiple is more 
or less a matter of accident. If the weakened liver is efficiently 
inoculated at one point only there will be only one abscess; if 
at many points, then there is multiple abscess.” 'flic right lobe 
was most commonly affected. In only two instances was the 
left involved. 
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In the diagnosis of liver abscess, symptoms, while usually 
only suggestive, are often of very great value. Pain of a sharp, 
stabbing character in the right side, radiating upward into the 
right shoulder and usually localized beneath the scapula, is a 
common symptom. Added to this, an irregular temperature, 
which later tends to become hectic, and early a rapid pulse, 
mark the beginning of septic infection. Persistent pain over 
the region of the whole liver, with a point of local tenderness 
just below the margin of the rib in the anterior axillary line, 
is usually present. Local signs of abscess formation (redness 
and ccdema, with bulging and increase in the width of the inter¬ 
spaces of the right side) do not generally appear until late in 
the course of the disease, depending upon the distance of the 
abscess from the surface. Great increase in the area of liver- 
dulness not only above and below, but partially to the left of 
the median line, was found in all our cases. 

Involvement of the diaphragm is evidenced by persistent 
cough with increased pain on deep inspiration. This may be 
an early and most marked symptom. Extension of infection 
to the pleura by continuity or rupture of the abscess not infre¬ 
quently occurs, causing a septic pleurisy or empyema. Involve¬ 
ment of the lung may thus result, and occasionally spontaneous 
evacuation of the abscess has occurred through rupture into a 
bronchus. Death, however, from a septic pneumonia is by 
far more common. Two of our autopsies showed this con¬ 
dition, and it was present in two operative cases. A localized 
peritonitis is present in most cases of long duration. Rigidity 
of the right rectus muscle, however, is usually present, even 
before the extension of the infection to the peritoneum, and is 
to be noted early. 

As the case develops, great emaciation and an anaemic 
jaundice arc apparently commensurate with the destruction of 
liver substance. The word amende is applied to this jaundice 
to indicate a peculiar “ diluted,” faded, almost dusky yellow 
color of the skin common in these cases. A hectic tempera¬ 
ture, a rapid running pulse, with the early development of 
typhoid symptoms, arc in proportion to the amount of pus 
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present; for there seems to be no tendency to limit absorp¬ 
tion in abscess of the liver. Sordcs soon collects on the teeth 
and lips, and mental hebetude develops early. The pulse, at 
first rapid, is now running, often being out of all proportion 
to the temperature. It may remain at 140 to 160, or even 
higher, for weeks just before death. Constipation is the rule 
with offensive gray-colored stools, but diarrhoea is common 
late in the disease. A leucocytosis is generally present, but is 
of little value in the diagnosis, as it is very often associated 
with localized peritonitis, or involvement of the mesenteric 
glands, in cases of chronic dysentery. 

While these local and general symptoms are most sug¬ 
gestive, an absolute diagnosis can be made only by aspiration 
and the detection of pus. Fortunately, this procedure is 
attended with but little danger of injuring the gall-bladder 
or the large vessels, and with strict asepsis the operation is 
entirely justifiable as a means of differential diagnosis. Not 
an untoward complication resulted in twenty-two cases of 
aspiration in my own experience, although in each case mul¬ 
tiple punctures were made before the presence of an abscess 
was discovered or excluded. In our cases a long needle of 
goodly caliber was used, so that the thickened pus might be 
drawn through it. A general aiucsthctic was given, and the 
needle introduced in the midaxillary line in the eighth inter¬ 
space and passed in five or six different directions to its full 
extent. If this failed to delect pus, additional punctures were 
made both in the right and left lobes, for very often a liver 
abscess may not be detected by the ordinary puncture in the 
eighth interspace. This condition was present in one of our 
cases; and it was not until additional punctures had been made 
near the median line below the ribs that an abscess was discov¬ 
ered in the left lobe. 

I11 order to determine the extent of liver accessible to 
aspiration from this point, the writer made post-mortem a 
series of liver punctures with long needles. The needles were 
left in situ and dissection carried down through the liver sub¬ 
stance, when it was found that not one-half of the organ was 
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accessible from the eighth interspace. In one case an ecliino- 
coccic cyst the size of a small orange lay in the posterior infe¬ 
rior portion of the right lobe towards the median line, and 
entirely escaped detection. 

From these facts we were led to the conclusion that addi¬ 
tional punctures other than in the eighth interspace must be 
made before an abscess of the liver can he excluded in the 
diagnosis. 

The presence of pus once established, operation is iin- 
perative. Personally, I have operated on six cases. Four of 
these were multiple abscess in which nearly the whole liver 
substance was destroyed; two were large single abscesses. 
Recovery resulted in hut two cases,—one a large single abscess, 
the other a double abscess, in which the diagnosis was fortu¬ 
nately made comparatively early. 

The reason for the high mortality after operation for liver 
abscess lies chiefly in the fact that so great an amount of liver 
substance is already destroyed, or the resulting septic.xmia is 
of so pernicious a type that the vitality of the patient is com¬ 
pletely exhausted before he is seen by the surgeon. 

Hence early diagnosis and operation arc particularly im¬ 
portant in this disease. It is just in these early cases, too, that 
symptoms arc vague. There may be no redness, swelling, or 
local tenderness, and the only symptom suggestive of liver ab¬ 
scess is often vague pain referred indefinitely to the region of 
the liver and the constitutional symptoms of pus absorption. 
It is in these cases that resort should be had at once to aspira¬ 
tion. We have shown that this procedure is attended with a 
minimum amount of risk, is efficient, and hence justifiable. 

Often the local and general symptoms of abscess may de¬ 
velop from a patch of necrosis without the formation of pus. 
In these cases it is evident aspiration would fail to detect the 
infected area in the early course of the disease. Two cases 
came to autopsy from dysentery, and the abscesses would have 
undoubtedly developed had life been prolonged. Hence, if the 
symptoms persist, resort should again be had to aspiration 
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after a period of from ten to fourteen days. In two of our 
own cases pus was detected at a second trial. 

To recapitulate, a patient with a distinct history of dysen¬ 
tery in the past two years, who has had irregular attacks of 
pain over the region of an enlarged liver, and these attacks 
have been attended with an irregular temperature, prostration, 
and symptoms of mal-digestion, such a patient should at once 
he aspirated, even if there are no local signs of pus; if the 
symptoms persist after an interval of two weeks, the procedure 
should he repeated. This course will surely result in the early 
detection of many liver abscesses, and their prompt operation 
will save many lives. 

In reference to the surgical technique, if there is evidence 
of pointing, the abscess should, of course, he opened at that 
place where fluctuation is manifest. This will usually be along 
the costal margin, external to the rectus muscle, or in the 
median line, just below the ensiform cartilage. However, in 
the vast majority of cases, even late in the course of the dis¬ 
ease, there arc no local signs of pus that will aid the surgeon 
in the selection of the site for operation. In these cases, if the 
liver is greatly enlarged and extends much below the border 
of the ribs, incision may be made transversely about one inch 
below and parallel to the costal border. The location of the 
abscess as indicated by the aspirating needle will, of course, 
influence his decision. But in by far the greater number of 
cases it is best to excise a portion of a rib and drain from the 
side, as there is thus less danger of infection and greater facility 
in gaining access to the abscess cavity. Even in most exten¬ 
sive liver abscesses the lower anterior border of the liver is 
often not involved, the infectious process being confined to the 
substance of the organ. In many instances the abscess can be 
reached only with the greatest difficulty by the incision below 
the costal margin. By excising a portion of the eighth or ninth 
rib in the midaxillary line there is almost no danger of infec¬ 
tion, but little shock, and the freest possible drainage in the 
most dependent position. 

The aspirating needle, when once it has encountered the 
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abscess cavity, should not be removed, but left in situ, as it is 
a most valuable guide, and, controlled by an assistant, inter¬ 
feres but little with the operation. Along this may be passed 
a grooved director, closed hamioslat, or other blunt instru¬ 
ment or the finger, and the abscess thus opened. The writer 
much prefers the finger, as the abscess cavity can thus be par¬ 
tially explored at least, and additional patches of necrosis often 
detected. 

On account of free haemorrhage in opening a deep-seated 
abscess the thermocautery may be used, but this is rarely neces¬ 
sary. Severe haemorrhage, if it occurs, can be controlled by 
packing. Usually, it is best simply to drain the abscess at oper¬ 
ation and to use no irrigation for forty-eight hours, owing to 
the weakened condition of the patient and the danger of infect¬ 
ing the pleura or peritoneum. If the liver is adherent and 
the peritoneum or pleura thus protected by adhesions, the ab¬ 
scess may be opened at once. If no adhesions exist, and there 
is danger of infecting cither, a delay of forty-eight hours is 
obviously wise. The instruction to “ stitch the capsule of the 
liver to the margin of the wound” is more didactic than prac¬ 
tical. Rarely, if ever, can this be done, as the liver capsule, 
particularly that of an inflamed liver, is so friable that no 
stitches will hold, and but little protection would be afforded 
if they did. Simply packing the wound with iodoform gauze 
and waiting forty-eight hours will in most cases accomplish 
the desired result. 

While this procedure will usually operate favorably in 
incisions along the costal margin, it may signally fail as a 
means of protecting the pleura, particularly if a large effusion 
exists. Here Binnic’s suggestion to stitch the diaphragm, 
with its attached liver, to the parietal pleura may be tried. 
Two or three stitches supported by a gauze pack may be of 
service. If this should fail to completely wall off the pleural 
cavity, the infected pleura and liver abscess should each be 
drained separately. This was necessary in one of our cases, 
that of a double liver abscess and empyema, which recovered. 

Gauze will not drain liver pus. Large, preferably double 



ERNEST F. ROBINSON. 


568 

drainage lubes of noil-collapsible rubber should be used. Nor¬ 
mal salt solution, sterile water, or weak antiseptic solutions are 
best for irrigation, as absorption is very great and strong anti¬ 
septics arc dangerous. Under daily irrigations with such solu¬ 
tions the discharge will completely disappear in a surprisingly 
short time, a week or ten days even for a large abscess. Free 
stimulation and most nourishing foods are particularly essen¬ 
tial in the after-treatment. 

There are few sequelae to tropical abscess of the liver. 
Pleurisy is the most common, while nephritis may rarely occur. 
Fortunately, if a diagnosis can be made and the operation 
undertaken early, recovery is rapid and complete, and the 
chance of untoward after-effects is small. A list of the oper¬ 
ated cases is appended. 

Case I. —Double Abscess with Empyema; Operation; Re¬ 
covery .—Major II. R. A., Artillery Corps, United Stales Army; 
fifty-eight years old; thirty-seven years’ service. Tropical ser¬ 
vice, Cuba and Porto Rico, 1898. 

Family and past history have no bearing on the case, with 
the possible exception of an attack of typhoid fever in 1890 and 
a history of occasional attacks of malarial fever since that date. 

In Cuba, in 1898, contracted a rather severe case of dysen¬ 
tery, which lasted some months, and was accompanied with 
marked emaciation and anaemia. Aniccba found in great num¬ 
bers. Recovery from this attack was apparently complete, but 
after about one year there was a recurrence, which lasted for 
more than a month. Since this attack of dysentery, bis medical 
history shows six admissions to sick report with diagnosis 
relating to gastro-intcstinal trouble. 

Present illness dates (October 29, 1902) fully two years 
after bis service in the tropics. It began with general malaise, 
headache, loss of appetite, and nausea, apparently made worse 
by eating. There was early slight cough. There was no red¬ 
ness, swelling, or oedema, and the liver, while slightly tender to 
deep percussion, showed very little, if any, enlargement. The 
right rectus muscle, however, was quite rigid; deep breathing 
was impossible on account of the pleuritic pain, and severe pain 
referred to region of right scapula (and shoulder). General 
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condition at this time was good; examination of skin, mucous 
membranes, and chest negative; abdomen seemed somewhat dis¬ 
tended, but no rigidity. Bowels regular. Stools normal. Urine 
negative. Blood count gave slight leucocytosis. Pulse regular 
and of good quality. Temperature normal. 

These symptoms continued with varying severity up to No¬ 
vember 1, when he developed characteristic pain of pleurisy in 
right chest, but on examination, November 3, was negative. Tem¬ 
perature varied between 98° and 100° F. Examination showed 
effusion in right chest to a point somewhat above angle of 
scapula. 

Diagnosis. — Liver Abscess and Pleurisy by Extension .— 
In order to clear up the diagnosis and locate the liver ab¬ 
scess, if possible, patient was placed under the influence of ether, 
November 6, at 6 t'.M. A systematic search was made with a 
long aspirating needle through the eighth interspace in the mid- 
axillary line, thrusting the needle in several directions through 
one skin puncture. Not until the ninth trial was pus finally 
located. This was of a yellow color, hut slightly tinged with red, 
and was found upward and backward, evidently in the dome of 
the right lobe of the liver. The pleural effusion was evident. An 
incision (four inches long) was made in the midaxillary line 
and one and one-half inches of the eighth rib excised. The 
pleura was found full of a seropurulcnt fluid. As there were no 
adhesions between the diaphragm and the parietal pleura, the 
operation was stopped at this stage and wound packed with 
iodoform gauze. By this means it was hoped to secure adhesions 
which would make the opening of the liver abscess at a later stage 
comparatively safe. Patient reacted well. 

November 8, fifty-six hours later, ether was again given and 
the gauze packing removed. In doing this, a large amount of 
serous fluid was evacuated from the pleura and the very imperfect 
adhesions of necessity broken down. It was thus seen at once 
that opening the liver abscess through the present wound was 
out of the question, and it was decided to attempt to drain the 
abscess through a lower opening. The upper wound was packed 
and protected with gauze and one inch of the tenth rib 
excised; with a blunt instrument and the finger the abscess 
was opened about two and a half to three inches from the liver 
surface. Haimorrhage was at first rather severe but not alarm- 
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ing. Only a small amount of pus and broken-down liver tissue 
was at first evacuated. But when the finger was thrust upward 
and backward, the main abscess was opened. It was thus seen 
that two distinct abscesses existed. The first and most recent 
was really a necrotic spot in the liver substance and contained 
about two drachms of pus. The second or main abscess, as 
nearly as could be determined, was about the size of an orange, 
and lay in the upper and back part of the right lobe. A large- 
sized drainage tube was placed in the lower wound. The wound 
ill the pleura was packed and drained temporarily, simply by 
gauze. This was replaced after forty-eight hours, also, by a 
large rubber tube. 

Patient suffered considerable shock, and required infusion 
of several pints of salt solution and the limit of stimulation. For 
the first three days his pulse varied between 120 and 134, with a 
temperature varying from ioo° to 102° F. Both steadily im¬ 
proved, and he made an uneventful recovery. Both wounds 
drained well. On the fourteenth day the lower tube was re¬ 
moved. The upper pleural wound was drained until December 
to, when the wound was allowed to heal. Two months after 
operation patient had gained twenty pounds, and was sent South 
for the remnant of the winter. April 10 lie bad entirely recovered 
without a sign of recurrence. 

Case II.—April 20, 1900, Private T. S., Company F, Forty- 
second United States Volunteers, was seen, lie had never been 
sick since childhood until six weeks before, when he was attacked 
with diarrhoea. The symptoms of dysentery rapidly developed, 
and on his admission, April 25, he was passing from five to twelve 
bloody mucous stools a day. Ilis temperature was ioi° F.; 
tongue dry, brown, and cracked; pulse 140 and thready. The 
spleen was slightly enlarged, and the abdomen tympanitic and 
tender on pressure. A point of great tenderness was evident 
just below the ribs over the region of the gall-bladder. The 
liver extended from the fourth interspace to the level of the um¬ 
bilicus, one and a half inches below the costal margin in the right 
mammillary line, and about three inches to the left of the left 
median line. lie was in a condition of mental hebetude, and com¬ 
plained of little pain except at bowel movements. The blood 
count revealed a lcucocytosis of 18,000. Widal's reaction was 
negative and the plasmodium malaria: was not found. Under 
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ether, an aspirating needle was inserted through the eighth 
interspace and pus was found on the first puncture. An incision 
011c and a half inches long was made over the eighth rib, one inch 
of the rib excised, and the .abscess at once opened and drained. 
More than one pint of fetid liver pus escaped. The abscess 
cavity was not irrigated until the second day, and then daily irri¬ 
gations of sterile water were begun. The pus had completely 
disappeared on the tenth day and the man was out of bed. Re¬ 
covery was complete. Amoeba; were found in the abscess cavity. 

Case III.—Sergeant J. D., Troop E, Eleventh Cavalry, for 
many months had had chronic dysentery. O11 admission, No¬ 
vember 21, 1899, he was having from four to ten stools daily; 
his temperature was hectic, 99 0 to 102° F.; pulse, 138 and weak, 
and he was very weak and greatly emaciated. For several weeks 
he had had marked tenderness over the region of the gall-bladder; 
this had greatly increased. Intermittent hiccough and a per¬ 
sistent dry cough were troublesome, and suggested involvement 
of the diaphragm. The liver extended an inch below the costal 
margin in the nipple line, and there was marked bulging at this 
point and marked oedema of the whole right side. 

No aspiration was made in this case, as pus was evident,— 
either an abscess or a suppurating gall-bladder. An incision was 
made one inch below the ribs in the nipple line down to the peri¬ 
toneum. This was found adherent, and so the abscess, very large, 
“ big as your head,” was at once evacuated. The cavity was irri¬ 
gated with normal salt solution and three large drainage tubes 
inserted. The pulse was so weak during operation that three 
pints of normal salt solution were given intravenously and one 
pint by hypodermoelysis. Despite this and the freest stimula¬ 
tion, the patient steadily grew worse, and died five days later. 
The autopsy showed multiple amccbic abscesses, which had de¬ 
stroyed nearly the whole liver substance. 

Cask IV.—Private W. II. IT., Company K, Thirteenth 
United Stales Infantry, had never been ill a day until August 4, 
1899, when he developed a severe case of acute dysentery. From 
the onset his temperature was unusually' high,—103° to 105° F. 
The discharges were of the characteristic mucus and blood, and 
so frequent that lie was constantly on the bedpan,—more than 
forty movements in twenty-four hours. Almost from the first 
he complained of pain over the region of the liver. The organ 



ERNEST F. ROBINSON. 


572 

rapidly enlarged, and by the twelfth day the whole right side was 
cedeniatous. Aspiration revealed the presence of pus, and inci¬ 
sion was made in the midaxillary line, excising a portion of the 
eighth rib. Only a small amount of pus was evacuated. The 
patient never rallied from the operation, and died on the thir¬ 
teenth day. The autopsy showed one small abscess with several 
necrotic patches throughout the substance of the organ, which 
would undoubtedly have formed additional abscesses bad the 
patient lived. 

Case V. — Private C. F. B., Company I, Fourth United 
States Infantry, gave a history of chronic dysentery of several 
months’ standing, but on tbc date of admission considered him¬ 
self cured of that disease. Ilis present illness began so insid¬ 
iously that he could not state the time of its onset. During the 
preceding month he had lost greatly in weight and suffered from 
a constant steady pain in the epigastrium. On admission, the 
temperature was subnormal and his pulse rapid and feeble, with 
a dry, brown tongue and mental hebetude, and his skin a dusky, 
jaundiced color. The liver was much enlarged, extending fully 
three inches to the left of the median line and one and a half 
inches below the ribs. Aspiration at the eighth interspace, in five 
or six directions, failed to detect pus, so the needle was intro¬ 
duced into the left lohe from a point just to the right of the 
median line, half an inch below the costal margin. Here punc¬ 
ture was successful and an incision was made down to the liver. 
The capsule and parietal peritoneum were adherent and a large 
abscess was opened and drained, with no irrigation. The patient 
rallied from the operation, but died on the fifth day. The 
autopsy revealed a large single abscess occupying tbc whole left 
lobe. It had perforated the diaphragm, and opening up the 
pleura had set up a septic pneumonia. Healed amoebic ulcers 
were found in the intestines, but the amceba coli could not be 
distinguished. 

Case VI.—G. M. W., a clerk, was seen March 7, 1900. 
There was no history of dysentery or diarrhoea. The patient 
had been in the Orient five months, and in fair health until about 
four weeks before, when lie rapidly lost weight without assign¬ 
able cause. On admission to the hospital, March 7, he was much 
emaciated and of a peculiar dusky, jaundiced color. His tem¬ 
perature was subnormal and his pulse rapid and feeble. Pain 
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over the liver was constant, with the point of greatest tender¬ 
ness one inch below the costal margin in the mammillary line. 
The organ was very much enlarged, extending four finger- 
breadths below the ribs. Under ether the aspirating needle re¬ 
vealed pus. An incision two and a half inches long was made 
below the costal border in the right nipple line. The liver was 
found adherent to the parietal peritoneum. On attempting to 
open the abscess, such free haemorrhage occurred that the wound 
was packed with iodoform gauze and partially closed with silk- 
worm-gut sutures. Further operative procedure was delayed 
forty-eight hours, when it was intended to open the abscess with 
the Paquclin cautery. However, on separating the capsule from 
the diaphragm, about one pint of pus was evacuated. A drain¬ 
age of double tubing was instituted, and the patient left the table 
in a very weak condition, and died forty-eight hours later. The 
autopsy showed multiple abscesses of the liver involving nearly 
its whole structure. They varied in size from one to five inches 
in diameter and contained peculiarly fetid pus. There was no 
previous history or evidence of dysentery, nor could the amoeba 
lie found. Apparently, the case was one of multiple liver ab¬ 
scess following general hepatitis. The mesenteric glands were 
much enlarged and the spleen was septic. 



